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a local pain and he came to the conclusion that it was due to a periostitis, possibly following upon absorption of bone subsequent to extraction. The treatment was to incise right down to the bone, and that procedure was successful in a few cases only. The relief afforded by injections of novocain was temporary. These cases often occurred in nervous, anxious women. Infra-orbital neuralgia was a rare condition and was purely subjective. There were no visible signs and he believed these cases were part of a trigeminal neuralgia and the pathology or etiology was obscure. There was nothing in the nose that he had found to account for the pain and nothing objective in the face. The pain in the auriculo-temporal nerve from a lower molar tooth or some painful condition of the mandible was very characteristic. It spread to the ear and the side of the head, almost up to the vertex. No local cause could be found in most cases of sphenopalatine neuralgia. He considered that it was a part of trigeminal neuralgia. He had not seen sphenoidal sinus suppuration or neoplasm accompanied by sphenopalatine neuralgia.
The speaker recalled a visit he had paid to a clinic in Paris, when some cases of sphenopalatine neuralgia were shown. These patients were treated by the application of wool soaked in cocaine on the area of the ganglion. They returned regularly to the clinic for their treatment and appeared to become cocaine addicts.
Another type of case which was difficult was the patient who complained of pain near the intranasal antral window made in the inferior meatus by an operation. He believed that this was due to scarring involving one of the dental nerves. J. A. Harpman, after referring to the use of cocaine on the sphenopalatine ganglion area for pain which in some cases he thought was vascular in origin, possibly sometimes with an allergic basis, said that it was now widely accepted that in some pain syndromes a peripheral interaction takes place between sensory nerve fibres subserving pain and sympathetic nerve fibres. He quoted some observers (e.g. Pollock) who, he thought, had found that sufferers from sphenopalatine ganglion neuralgia were not always relieved by cutting trigeminal nerve fibres. For these pains medical lines of treatment, such as the administration of nicotinic acid, benadryl or salicylates, frequently heIpful for a while, often eventually failed to relieve. In women, sphenopalatine ganglion neuralgia was occasionally found to be worse just before a menstrual period and could then sometimes be relieved by progesterone. But by far the most satisfactory line of treatment he had yet found was cocainization ofthe sphenopalatine ganglion region followed by treating it with 1% to 2% silver nitrate solution; stronger solutions were liable to be irritating and sometimes caused a temporary flare-up of the pain. G. C. Knight, in reply, said that Mr. Davis had asked him whether he had encountered ulceration of the nose in association with sensory root section. He had seen herpetic ulceration in the nose follow this operation.
Another speaker had brought up the question of the pathway of the sympathetic as a means of conducting pain. It was perfectly true that pain could be referred through the sympathetic, but he would not accept for one moment that the persistence of pain after sensory root section necessarily meant that it had found its way back through the sympathetic. Anybody who had done trigeminal root sections would admit that he was bound to miss a few fibres occasionally. There might be just one or two fibres left but it was quite amazing what an area those fibres could supply. It seemed to him that pain in the face and palate could not be sympathetic in origin, but pain in the shoulder and neck might be a referred pain.
Film: Lesions of the Larynx G. Ewart Martin introduced a film of lesions of the larynx prepared by Dr. Louis Clerf of Jefferson Hospital, Philadelphia, who had kindly lent the film for exhibition in this country.
The film first showed a normal larynx. This was followed by vocal nodules and papilloma of the larynx and also papilloma of the trachea coming up between the cords. Following on this there was a case of keratosis of the cords; of carcinoma of the cords and epiglottis; and of tubercle of the larynx. That part of the film which showed tubercle of the larynx was, perhaps, not so instructive because any duplication of a colour film tended to emphasize the reds and the photographs of the tubercle of the larynx did not show the characteristic pallor. Paralysis of the cords was also filmed and a very interesting case of functional aphonia, and finally injuries to the larynx. Ewart Martin said that Dr. Clerf's film indicated a means of teaching students the appearance of the more common lesions of the larynx which was more impressive than drawings or even actual still photographs. Dr. Clerf had already published his method of filming the larynx with indirect laryngoscopy. The advantage from the teaching point of view was that it showed a mirror image of the larynx exactly as would be seen on indirect examination. It illustrated the difficulties that the student or practitioner might have in viewing the appearance and movements of the cords.
The film was also shown with the idea of stimulating those interested in cine photography to record their cases of lesions of the larynx.
